Dr D M Krikler (The Prince of Wales's General Hospital, London N15) said that he had seen a man with similar features affecting his feet but without intestinal involvement (Krikler 1955) . He had made no pathological studies of the digits, but Gorham et al. (1954) had indicated that in some cases the bone resorption might be due to the presence of thin-walled angiomatous tissue, and he wondered whether the present patient might have these lesions in both gut and fingers.
Duodeno-ureteric Fistula E M Hoare FRCS (for M J Lange FRCS) ( IVP was normal in 1966 and 1967, but in 1969 showed a mild right hydronephrosis and duodenoureteric fistula 1 cm below the pelvi-ureteric junction (Fig 1) . A barium meal demonstrated narrowing of the second part of the duodenum with ulceration; the fistula was related to the lower part of this stricture. Barium follow-through, cholecystogram and pancreatic and liver scans were normal. Attempts at duodenoscopy and peroral biopsy of the duodenum were unsuccessful. Progress: The patient declined operation in 1969 and has consistently done so since. Despite this his weight has increased and in recent months the frequency and severity of his attacks have diminished. The radiological appearances are, however, unchanged.
Discussion
Only two previous cases of duodeno-ureteric fistula are known (Davis 1918 , Devlesaver 1969 (McEwan 1968 ). In the present case there were symptoms for seven years before the IVP became abnormal, which suggests that the primary pathology lay in the duodenum.
In the absence of histological evidence the exact diagnosis is open to speculation. The long history and constant X-ray findings between 1969 and 1971 almost certainly exclude malignancy. Initially biopsies from several sites failed to show myeloma, but eventually positive histological evidence was obtained from the left scapula.
On first impression the disease appeared to be myelomatosis, but there were several points against this diagnosis; the normal ESR on all but one occasion, the absence of anemia and the negative biopsies suggested that other disorders should first be excluded. The high CSF protein was not explicable on grounds of myeloma, nor was the sclerotic lesion in the pelvis. Alternative diagnoses were therefore considered.
The appearances of the pelvis on X-ray were characteristic of Paget's disease despite the normal alkaline phosphatase. Multiple secondary deposits may be both osteolytic and osteosclerotic, and may also produce abnormal bands on serum electrophoresis. Search for a primary tumour, such as carcinoma of the prostate, was fruitless, and other diagnoses excluded were hyperparathyroidism and eosinophilic granuloma. This is therefore a case of multiple myelomatosis coexisting with Paget's disease.
